Method
The Alternatives to Self-harm Service User Handbook (Pengelly & Ford, 2005 ; for further details and guidelines for its use contact N.P.) was developed to assist in the engagement, formulation and early stages of intervention with working-age adults. The content was based on the following sources:
. the scientific literature and Cochrane database . professional and user-led websites . interviews with 6 service users who had long histories of self-harm . correspondence with 6 nurse consultants and 4 managers in other areas of Britain (these were personal contacts of the authors and/or known to be involved in developments within self-harm teams).Two units, the Manchester Deliberate Self-HarmTeam and the Maudsley Crisis Recovery Unit, supplied documentation on their approach to self-harm . multidisciplinary discussion at meetings of theYork and Selby Primary CareTrust's Clinical Governance Committee.
The self-harm handbook uses a cognitivebehavioural model (Beck, 1976) to address causes and maintenance cycles for repeated self-harm. Within each section (Box 1) users are encouraged to write personalised responses.
A draft was sent for local consultation to 3 user groups (MIND, Mainstay and Survive) and 20 mental health professionals (including 9 psychiatrists and 4 professionals from psychological therapies). We obtained a legal opinion from the York and Selby Primary Care Trust's solicitor regarding the specific inclusion of advice on harm minimisation within a National Health Service (NHS) publication. This solicitor reviewed information currently available to the public on websites including NHS Direct and the Mental Health Foundation, and consulted with another legal colleague. We then requested comments from the Royal College of Psychiatry, and Nursing and Midwifery Council.
Results
Thirteen professionals and six service users provided written feedback, and the handbook was modified accordingly. The range of views on harm minimisation is summarised below.
Service users' views
Box 2 contains quotations from community and in-patient service users regarding their experiences of care following self-harm. Most believed that guided self-help advice was well overdue: 'If this handbook had been available a few years ago, I may not have had the scars I have now'. Users valued an accessible resource they could work through with professionals that encouraged coping strategies and new patterns of thinking. Users supported a harm minimisation approach as a 'shift in professional attitudes' away from expecting users to 'stop self-harming altogether', towards more realistic goals such as reducing the number of episodes of self-harm and/or severity of injuries.
A psychiatrist's view ' The handbook is a well-reasoned approach to a widespread problem. We should feel comfortable in not judging someone's behaviour as good or bad. Individuals often do not tell their friends or family and borderline personality disorder is common (Ferreira de Castro et al, 1998) . If our only approach is to say ''don't do it at all'' then many will find that unhelpful and may not continue to access services. It would be impractical (and probably unlawful) to detain everyone who self-harms under the Mental Health Act 1983. Access to specialist psychotherapy often depends upon individuals first achieving stability and coping strategies. A structured approach can assist this (Blenkiron & Milnes, 2003) . However, there is a difference between telling individuals that some people find alternatives helpful and recommending that they use alternatives. The decision to self-harm must always be the patient's. Any integrated approach also needs to address the underlying causes.'
A psychodynamic psychotherapist's view ' The handbook takes a ''common sense'' approach to selfharm and reads as a supportive and helpful document. Much of it I would endorse but I would omit the sections on damage limitation and alternative forms of self-harm. There is a legal argument that suggesting alternative forms of self-harm may be cited as encouraging someone to injure themselves. There are also psychological and/or psychodynamic reasons why I think these sections are unnecessary and might be risky as they could be misinterpreted or used to excess. Snapping rubber bands on wrists, pinching or using toothbrushes on skin could lead to bruising or bleeding. Hitting with pillows may cause injuries. Taking a bath a little hotter or colder than usual could result in burns or hypothermia. Squeezing ice is illadvised and biting into something strongly flavoured could lead to some highly dangerous and creative choices. Advice to use clean, sharp instruments when cutting will, I suspect, have no impact on those who deliberately choose dirty pieces of glass or rusty blades. Similarly, some people choose to cut where there is a risk of damaging a large artery, vein or other important structure. The personal meaning of self-harm and the motivation behind this behaviour need to be explored with the patient. Unconscious determinants of selfinjuring behaviour might not respond in predictable ways to simple advice on alternatives to self-harm and damage limitation'.
A general medical view
There are precedents in medicine that support harm minimisation when advice to avoid risky behaviours is rejected. Doctors can legally prescribe the contraceptive pill to competent girls under 16 years of age without parental consent, when unprotected intercourse is likely (Gillick v. West Norfolk and Wisbech Area Health Authority, 1985) . In sport, the clinician's duty to users of performance-enhancing drugs includes 'discouraging reckless dosing, ensuring access to needle exchange and There is no definitive advice that can be derived from existing College documents. Any handbook should be used alongside a full psychosocial assessment, a comprehensive care package and the care programme approach. This is consistent with the legal view and the College Council Report CR122 on the Assessment Following Self-harm in Adults (Royal College of Psychiatrists, 2004 ). In formulating the College's response to the draft National Institute for Health and Clinical Excellence (NICE) guidelines on self-harm, we have asked NICE to consider whether explicit guidance on 'safe' self-harming is appropriate.'
Discussion
On balance, we decided that including harm minimisation strategies in the handbook was a professionally defensible position. Some suggestions, for example taking baths hotter or colder than normal, were removed. Most advice on damage limitation was retained (Box 3). This position was supported by publication of NICE guidelines (2004) on self-harm (Box 4). In accordance with the legal view, we produced multidisciplinary guidelines in an accompanying booklet that specifies how staff should use the handbook. These emphasise that:
. the handbook is not to be given out as a self-help manual: it is designed to be worked through with the professional(s) involved . it is one part of a continuing and comprehensive care plan . the service user should give informed consent, be aware of the purpose of the handbook approach, be aware of alternative treatment options, and not be experiencing symptoms of acute mental illness . staff should complete a monitoring form in order to audit its use.
The handbook was approved for use within Selby and York Primary Care Trust by the Mental Health Clinical Governance Committee for Selby and York Primary Care Trust. It is now available in paper and electronic versions within working age adult mental health teams. Further training in its use, including service users, is in progress. Anyone who is considering using the handbook or any of its guidance should first seek advice and approval from their own trust before doing so.
In conclusion, the opinions of those reading this article are likely to reflect a range of views. Some may believe that endorsing any form of self-harm, even if it is safer, involves collusion with that behaviour. Others will view the approach as a practical response to the requests of service users. The handbook helps support Pengelly et al Harm minimisation after repeated self-harm special articles professionals working with these dilemmas who cannot retreat behind a decision that recurrent self-harm is not mental illness. Self-poisoning . Harm minimisation strategies should not be offered for people who have self-harmed by poisoning: there are no safe limits . Where service users are likely to repeat self-poisoning, clinical staff (including pharmacists) may consider discussing the risks with service users and carers where appropriate Self-injury . Management of self-cutting: for superficial uncomplicated injuries of 5 cm or less, the use of tissue adhesive should be offered as a first-line treatment. If the service user expresses a preference for the use of skin closure strips, this should be offered as an effective alternative . Advice regarding self-management of superficial injuries, harm minimisation techniques and alternative coping strategies should be considered for people who repeatedly self-injure. Suitable reading material is available from many voluntary organisations . Discussion with a mental health worker may assist in the decision about which service users should be offered advice and instructions for the self-management of superficial injuries, including the provision of tissue adhesive . Where service users have significant scarring from previous self-injury, consider providing information about dealing with scar tissue
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